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Editorial
The American College of Cardiology/American Heart Association (ACC/AHA) announced jointly with the National Heart, Lung, and Blood Institute (NHLBI) guidelines on Lifestyle Management to Reduce Cardiovascular Risk in November 2013. The Japan Atherosclerosis Society (JAS) herein expresses its opinion concerning the guidelines based on internal discussions.
Outline of the ACC/AHA Guideline
The ACC/AHA Guideline targets primary care providers. The guideline comprises answers to developed critical questions (CQs) based on results from randomized controlled trials (RCTs), observational studies, meta-analyses, and systematic reviews of studies carried out in adults ( ≥ 18 years) and were reported between 1998 and 2009.
There are two CQs concerning diet: "what is the effect of dietary patterns and/or macronutrient composition on cardiovascular disease (CVD) risk factors, when compared to no treatment or to other types of interventions ?" and "what is the effect of dietary intake of sodium and potassium on CVD risk factors and outcomes, when compared to no treatment or to other types of interventions ?" Dietary patterns and particular macronutrient compositions were investigated for their effect on blood lipids and blood pressure and recommendations were made only with regard to effects on plasma LDL-cholesterol (LDL-C) and blood pressure ( Table 1) . Data on nutritional supplements provided in pharmaceutical preparations was excluded from the analysis because such supplements may not have similar effects and are not considered "lifestyle" interventions.
The CQ concerning physical activity was "what is the effect of physical activity on blood pressure and blood lipids when compared to no treatment, or to other types of interventions ?" The effects of aerobic exercise and resistance exercise training on LDL-C, non HDL-cholesterol (non HDL-C), HDL-cholesterol (HDL-C), triglycerides (TG), and blood pressure were investigated, and aerobic physical activity was recommended to reduce LDL-C and non HDL-C and to lower blood pressure ( Table 1) .
The Opinion of JAS
The JAS Guideline for the Diagnosis and Prevention of Atherosclerotic Cardiovascular Diseases in Japan-2012 Version (JAS Guideline 2012) highlights the importance of comprehensive management, and we believe that lifestyle modification for management of blood lipids and blood pressure according to the current ACC/AHA Guideline is consistent with the essential views of the JAS. Some differences that do exist are noted below.
Diet
The current ACC/AHA Guideline emphasizes adoption of dietary patterns rather than intakes of individual dietary components. The DASH dietary pattern, the USDA Food Pattern and the AHA diet are recommended specifically. These dietary patterns are low in saturated fat, total fat, and cholesterol, and are rich in potassium, magnesium, and calcium, as well as protein and fiber. The traditional Japanese diet ("the Japan Diet") represents an analogous dietary pattern, and "the Japan Diet" was previously shown to have anti-atherogenic properties 
Physical Activity
The individual meta-analyses used in the ACC/ AHA Guideline include only several papers concerning Japanese individuals, with the majority comprising RCTs conducted in Caucasian subjects. On the other hand, the JAS Guideline 2012 was prepared by examining epidemiological research and RCTs conducted in Japanese individuals, as well as evidence from outside of Japan. The JAS guideline 2012 also differs in that its endpoint was the onset of atherosclerotic CVD 2, 5) . The effects of exercise on Japanese individuals have been shown to include TG reduction and HDL-C elevation, rather than reduction of LDL-C 6) ; reduction of non-HDL-C has also been suggested.
We summarize the new ACC/AHA Guideline with the opinion of the Japan Atherosclerosis Society. We have concluded that it is not necessary to correct or change the diagnostic and therapeutic policies recommended in the JAS Guideline 2012. We hope that the JAS Guideline 2012 will continue to serve a good guide for clinical practice in the field.
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None. . In addition to foods which makes up the DASH dietary pattern, the traditional Japan Diet includes consumption of seaweeds not eaten in the US and consumption of soybeans specifically among other legumes, and the significance of these intakes has been demonstrated 1-4) . We do not object to reducing the percentage of calories from saturated fats and trans fats to lower LDL-C, and the JAS Guideline 2012 recommends that saturated fats be reduced to 4.5% to 7% of calories and that consumption of trans fats also be reduced 2) . According to results from the 2003-2007 National Health and Nutrition Examination Surveys in Japan, estimated median energy intake derived from saturated fats was 7% and estimated median trans fat intake was 0.9 g, values that are approximately half those in the US 5) . However, these intakes trend upward among both males and females at progressively lower ages, and when intake is excessive, a recommendation should be made to reduce consumptions of these fats specifically 5) . The amount of dietary cholesterol is not stated in the current ACC/AHA Guideline because there was insufficient evidence to determine whether lowering dietary cholesterol reduces LDL-C. However, whether attention should be given to the association between cholesterol intake and CVD risk was not investigated. Consume a dietary pattern that emphasizes intake of vegetables, fruits, and whole grains; includes low-fat dairy products, poultry, fish, legumes, nontropical vegetable oils and nuts; and limits intake of sweets, sugar-sweetened beverages, and beef/lamb (red meats).
• Adapt this dietary pattern to appropriate calorie requirements, personal and cultural food preferences, and other medical conditions requiring dietary treatment (including diabetes mellitus). • Achieve this pattern by following plans such as the DASH dietary pattern, the USDA Food Pattern, or the AHA Diet.
To reduce LDL-C, aim for a dietary pattern that achieves 5% to 6% of calories from saturated fat.
To reduce LDL-C, reduce percent of calories from saturated fat.
To reduce LDL-C, reduce percent of calories from trans fat.
To reduce blood pressure, lower sodium intake.
• Consume no more than 2,400 mg of sodium/day (6.0 g dietary salt equivalent).
• Further reduction of sodium intake to 1,500 mg/day is desirable since it is associated with even greater reduction in blood pressure • Reduce sodium intake by at least 1,000 mg/day since that will lower blood pressure, even if the desired daily sodium intake is not yet achieved.
To reduce blood pressure, combine the DASH dietary pattern with lower sodium intake.
To reduce LDL-C and non HDL-C, and to reduce blood pressure, engage in aerobic physical activity: 3 to 4 sessions a week, lasting on average 40 minutes per session, and involving moderate-to-vigorous intensity physical activity.
